akotsubo cardiomyopathy is a well-known syndrome of left ventricular apical ballooning in the absence of coronary artery disease with chest symptoms, ST changes and myocardial enzymatic release, which mimics acute myocardial infarction. [1] [2] [3] [4] [5] [6] [7] However, because the left ventricular dysfunction is transient and reversible, the prognosis seems to be favorable in most patients with takotsubo cardiomyopathy. 1-7 Ventricular septal perforation (VSP) is one of the most critical complications after acute myocardial infarction and the mortality is high when it occurs. 8 We present a rare case of VSP as a complication of takotsubo cardiomyopathy, with death of the patient occurring on the day of admission.
diastolic pressure was 21 mmHg. Right cardiac catheterization and blood sampling were performed, which showed a pulmonary capillary wedge pressure of 20 mmHg, a cardiac output of 2.6 L/min, a 19.4% step-up in oxygen saturation between the right atrium and right ventricle, and a pulmonary to systemic flow ratio of 1.97. After emergency cardiac catheterization, no sooner had she been transferred to a cardiac ward than she fell into cardiogenic shock. Intraaortic balloon pumping was begun immediately as well as maximum medical therapy; however, she deteriorated rapidly and died 6 h after admission. 
Discussion
The etiology of takotsubo cardiomyopathy has not been sufficiently elucidated, although most reports have demonstrated that the left ventricular asynergy recovers within several weeks. [1] [2] [3] [4] [5] [6] [7] Therefore, the prognosis is generally thought to be good and there are few reports of severe takotsubo cardiomyopathy. Tsuchihashi et al 2 reported that the left ventricular ejection fraction improved from 41±11% (on admission, in 76 patients) to 64±10% (in 56 patients) in the subacute period (24±11 days) and that in-hospital death from multiorgan failure after pulmonary thromboembolism occurred in only 1 of 88 patients.
Takotsubo cardiomyopathy resembles AMI in the chest symptoms, ST changes, myocardial enzymatic release and left ventricular asynergy. [1] [2] [3] [4] [5] [6] [7] Some complications such as left ventricular thrombosis 9 or cardiac rupture 10 mimicking AMI have been also reported in patients with takotsubo cardiomyopathy. This present case is the first to highlight the possibility of VSP complicating takotsubo cardiomyopathy. Reperfusion therapy has decreased the incidence of post-infarction VSP, 11 but such therapy is not appropriate in patients without significant coronary artery stenosis. Advanced age, anterior infarction, female sex and no current smoking are the most important predictors of post-infarction VSP 11 and as takotsubo cardiomyopathy often occurs in elderly women, [1] [2] [3] [4] [5] [6] [7] we may have to be more cautious in the management of this disease. Lastly, we can not exclude the possibility of AMI with spontaneous recanalization because it is more common for VSP to be a complication of AMI rather than takotsubo cardiomyopathy; however, coronary angiography did not reveal any sign of residual stenosis. Ogura et al reported that the standard 12-lead ECG on admission can help to distinguish takotsubo cardiomyopathy from anterior AMI; 4 that is, the combination of the absence of reciprocal changes and a STeV4-6/V1-3 (the ratio of ST-segment elevation in leads V4-6 to V1-3) ≥1 showed a high sensitivity and specificity for diagnosing takotsubo cardiomyopathy. According to their report, the present diagnosis would be takotsubo cardiomyopathy.
In conclusion, the present case is the first report as far as we know of takotsubo cardiomyopathy complicated by VSP and suggests that the complication can occur with cardiac conditions other than AMI.
